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Hematochezia due to a renal cell carcinoma metastasis to
the rectum: A case report and review of the literature
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SUMMARY. While primary tumors of the Gl tract are a
frequent cause of gastrointestinal bleeding, metastatic
lesions to the bowel uncommonly present with hemato-
chezia, and rectal involvement is particularly rare. We
describe the case of a 70-year-old man with an excee-
dingly late recurrence of renal cell carcinoma who pre-
sented with hematochezia due to a metastasis in the rec-
tum. This is the first report to include both endoscopic
and endoscopic ultrasound images of such a lesion. In
the correct clinical setting, metastatic disease to the rec-
tum should be included on the differential diagnosis of
lower gastrointestinal bleeding.
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CASE REPORT

A 70-year-old man was admitted to the hospital with
painless hematochezia and a hematocrit of 26%. His past
medical history was notable for renal cell carcinoma
(RCC) diagnosed at the age of 42. He underwent a left
nephrectomy, and did well until the age of 68. At that
time, however, he experienced vertigo and was found to
have a cerebellar lesion which proved to be metastatic
RCC. Further staging revealed tumor in the right lung
with mediastinal lymphadenopathy; the remaining kid-
ney was normal. The patient was treated with interleu-
kin-2 and interferon alpha. He initially responded, but
three months prior to the current admission he develo-
ped anemia with occult blood detected in his stool. No
significant abnormalities were seen on colonoscopy. On
EGD, a four cm, ulcerated, oozing mass was found in
the duodenum. Biopsies were consistent with metastatic
RCC, radiation therapy was instituted, and another course
of immunotherapy was prescribed.

RESUMEN. Mientras que los tumores primarios del
tubo digestivo son una causa frecuente de hemorragia
gastrointestinal, las lesiones metastdsicas al intestino
se presentan raramente como hematoquezia y la afec-
cion rectal es particularmente infrecuente. Describimos
un caso de un hombre de 70 afios con una recidiva muy
tardia de un carcinoma renal que se manifiesta como
hematoquezia secundaria a metdstasis en el recto. Este
es el primer informe que incluye tanto imdgenes de en-
doscopia como de ultrasonido endoscopico de esta le-
sion. En un contexto clinico correcto, la enfermedad
mestastatica al recto debe incluirse en el diagndstico
diferencial de la hemorragia del tubo digestivo bajo.

Palabras clave: carcinoma renal, hemorragia gastroin-
testinal, metastasis, ultrasonido endoscopico.

Given the patient’s history, the differential diagnosis
on this admission included bleeding from the known
duodenal mass, possible radiation enteritis, or another
process. Digital rectal exam revealed a firm, rubbery
mass. On colonoscopy, a two cm, subepithelial lesion
was visualized adjacent to the dentate line; on retro-
flexion, active oozing from an ulcerated area was seen
(Figure 14 and 1B). EUS was performed with a 12 MHz
miniprobe prior to biopsy to characterize this lesion fur-
ther. The mass was largely hyperechoic, and appeared
within the submucosa (Figure 2). A snare was used to
remove a representative portion. Histologic examination
revealed large, irregularly shaped cells with abundant
clear cytoplasm, nuclear atypia with prominent nucleo-
li, and mitotic figures consistent with metastatic renal
cell carcinoma (Figure 34 and 3B). The patient again
responded to local radiation therapy and did not have
any further GI bleeding. His disease progressed, howe-
ver, and eight months after this admission he expired in
a hospice care setting.


www.imbiomed.com

Rev Gastroenterol Mex, Vol. 71, Num. 3, 2006

317
Dellon ES, et al.

Figure 2. Endorectal ultrasound (12 MHz miniprobe) showing a
hyperechoic, submucosal mass measuring 21.5 x 16.1 mm.

DISCUSSION

This paper describes a patient with an exceedingly late
recurrence of renal cell carcinoma manifest by wides-
pread metastatic disease, including lesions in the Gl tract.
It is the first reported characterization of a rectal RCC
lesion by EUS. Renal cell carcinoma is often considered
to be one of the great medical mimics because of the
wide variety of ways in which it may present.! In this
case, the patient’s disease mimicked a stroke as well as
two types of GI bleeding.

While it is uncommon for any tumor to metastasize to
the GI tract, it is more common with melanoma, ova-

Figure 1. A) Colonoscopic view of
the ano-rectal junction showing a
submucosal mass. B) Retroflexed
view revealed the entire mass and the
ulcerated area which was the source
of hematochezia.

rian, and bladder carcinoma; RCC is only rarely found
to spread there.?® There are, however, several case re-
ports describing GI tract involvement in RCC. Some are
by direct extension from the kidney or IVC,** though
most go to the duodenum, stomach, or pancreas.®'° Less
frequently reported is RCC metastasizing to the colon and
causing GI bleeding, either as an initial presentation of
RCC"-B or as a harbinger of recurrence.'*!> There has
been one previously described case of RCC metastasi-
zing to the rectum and presenting as rectal bleeding, though
the patient described proceeded directly to surgery, and
no endoscopic or sonographic images were reported.'

Endoscopic ultrasound is useful for characterizing
rectal lesions, though it is most commonly used to sta-
ge rectal adenocarcinoma.'” While EUS has not been
reported to be specifically applied in the few reports of
RCC lesions metastatic to the Gl tract, it has been used
on several occasions to characterize and access medas-
tinal and pancreatic metastases for diagnostic purpo-
ses.'82% These lesions were described as round and well
circumscribed, but ranged from hypoechoic to hypere-
choic depending on the features of the surrounding tis-
sue. When an RCC is still located in the kidney, it is
often hypoechoic to isoechoic compared to the surroun-
ding renal parenchyma.?!

In conclusion, we present a case of a patient with a
rare cause of hematochezia: metastatic RCC to the rec-
tum. It is important to consider the possibility of a me-
tastatic lesion to the GI tract as a cause of GI bleeding.
While reports of RCC involving the GI tract have been
published, this is the first to include an endosonogra-
phic image of the lesion. While a range of echogenici-
ties has been found for RCC, we found that RCC ap-
pears hyperechoic in the rectum.
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Figure 3. A) Low power (40x) photomicrograph of the biopsy specimen with H&E staining notable for nest of cells and areas of focal necrosis.
B) High power (1000x) shows irregularly shaped cells with abundant clear cytoplasm, nuclear atypia with prominent nucleoli, and mitotic

figures consistent with metastatic renal cell carcinoma.
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